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 [CORE]

This was a revisit of a ESRD federal 

recertification survey conducted May 17 through 

May 22, 2013

Survey Date:  June 27, 2013

Facility #:  005143

Medicaid #:  200389400

Surveyors:  Bridget Boston, RN PH Nurse 

Surveyor, Team Leader

      Tonya Tucker, RN PH Nurse Surveyor 

Observer

During this revisit survey, through staff interview 

and review of administrative documents, it was 

determined Fresenius Medical Care Bloomington 

Monroe was in compliance with the Conditions for 

Certifications for ESRD facilities 42 CFR Part 

494.  Three (3) conditions and seventeen  (17) 

standards were found to be corrected.

QA: Linda Dubak, R.N.

July 1, 2013
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